Although Legionella is known to cause pericarditis and myocarditis,I only one case of endocarditis associated with Legionella infection has been reported. 2 This patient had undergone mitral and aortic valve replacement with porcine xenografts one month before the infection.
We describe a woman with aortic valve endocarditis who had a concurrent rise in titres of antibodies to Legionella a month after pneumonia caused by Mycoplasma pneumoniae.
Case report
A 38 year old white woman was admitted on 19 October 1984 after a six day history of fever (up to 40°C), productive cough, right-sided pleuritic chest pain, and dyspnoea on exertion. She had insulin dependent diabetes mellitus and bronchial asthma, but no history of heart disease.
Pneumonia caused by Mpneumoniae was diagnosed on the basis of her symptoms, clinical findings, a chest x ray showing infiltration of the right lower and middle lobes, and a significant rise in the titre of complement fixing antibodies to Mpneumoniae and a high titre of cold agglutinins3 (figure). The heart sounds were normal. Endocarditis and Legionella infection 295 We considered the possibility that during the first episode Mpneumoniae might have evoked an anamnestic response of antibodies to Legionella because Mpneumoniae is a known to be a polyclonal B-cell activator.6 Therefore, concentrations of total serum IgM and IgG were measured retrospectively in all serum specimens. 7 The results (figure) indicate that the typical increase in serum IgM during the Mpneumoniae infection had abated before the endocarditis occurred and before the start of the rise in Legionella antibody titre detected by the indirect immunofluorescence test. During the first three weeks of this episode there was a second but less steep increase in serum IgM that was accompanied by a slight drop in Mpneumoniae antibody titre. Changes in IgG concentration followed the IgM changes but were less pronounced (not shown). We also tested all serum specimens for Legionella antibodies in a microagglutination test. 8 We found a significant rise in titre of antibodies to Lpneumophila SG 1 (to 64, not shown) and SG 5 (to 256, figure) during the first episode that paralleled the rise in total IgM. Antibodies to the other 11 Legionella antigens mentioned above remained at the same titre until the episode of endocarditis, when titres of antibodies to L bozemanii and L longbeachae SG 1 and 2 also rose in the microagglutination test (not shown in figure) .
We believe that the first rise in antibodies to Lpneumophila serogroup 1 and 5 was an anamnestic response and that the later increase in titre of both immunofluorescent and microagglutination antibodies to L bozemanii and L longbeachae indicates that the endocarditis may have been caused by a Legionella infection. The patient had insulin dependent diabetes and a chronic bronchial asthma; both increase the risk of Legionella infection. This risk was probably further increased by the previous Mpneumoniae infection, which is known to depress cellular immunity.9
In the other report on a case of endocarditis caused by Lpneumophila, the heart was infected in the absence of pneumonia2; this was the case in our patient too. The species or serogroup of Legionella which may have caused the infection in our patient cannot be deduced from antibody determination because of interspecies, often unpredictable, antigenic cross-reactions. 
